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Abstract
Objective To explore factors associated with household coping behaviours in the face of health expenditures
in 15 African countries and provide evidence for policy-makers in designing financial health protection
mechanisms. Methods A series of logit regressions were performed to explore factors correlating with a greater
likelihood of selling assets, borrowing or both to finance health care. The average partial effects for different
levels of spending on inpatient care were derived by computing the partial effects for each observation and
taking the average across the sample. Data used in the analysis were from the 2002–2003 World Health
Survey, which asked how households had financed out-of-pocket payments over the previous year.
Households selling assets or borrowing money were compared to those that financed health care from income
or savings. Those that used insurance were excluded. For the analysis, a value of 1 was assigned to selling assets
or borrowing money and a value of 0 to other coping mechanisms. Findings Coping through borrowing and
selling assets ranged from 23% of households in Zambia to 68% in Burkina Faso. In general, the highest
income groups were less likely to borrow and sell assets, but coping mechanisms did not differ strongly among
lower income quintiles. Households with higher inpatient expenses were significantly more likely to borrow
and deplete assets compared to those financing outpatient care or routine medical expenses, except in Burkina
Faso, Namibia and Swaziland. In eight countries, the coefficient on the highest quintile of inpatient spending
had a P-value below 0.01. Conclusion In most African countries, the health financing system is too weak to
protect households from health shocks. Borrowing and selling assets to finance health care are common.
Formal prepayment schemes could benefit many households, and an overall social protection network could
help to mitigate the long-term effects of ill health on household well-being and support poverty reduction
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Objective To explore factors associated with household coping behaviours in the face of health expenditures in 15 African countries 
and provide evidence for policy-makers in designing financial health protection mechanisms.
Methods A series of logit regressions were performed to explore factors correlating with a greater likelihood of selling assets, 
borrowing or both to finance health care. The average partial effects for different levels of spending on inpatient care were derived by 
computing the partial effects for each observation and taking the average across the sample. Data used in the analysis were from 
the 2002–2003 World Health Survey, which asked how households had financed out-of-pocket payments over the previous year. 
Households selling assets or borrowing money were compared to those that financed health care from income or savings. Those that 
used insurance were excluded. For the analysis, a value of 1 was assigned to selling assets or borrowing money and a value of 0 to 
other coping mechanisms.
Findings Coping through borrowing and selling assets ranged from 23% of households in Zambia to 68% in Burkina Faso. In general, 
the highest income groups were less likely to borrow and sell assets, but coping mechanisms did not differ strongly among lower 
income quintiles. Households with higher inpatient expenses were significantly more likely to borrow and deplete assets compared 
to those financing outpatient care or routine medical expenses, except in Burkina Faso, Namibia and Swaziland. In eight countries, 
the coefficient on the highest quintile of inpatient spending had a P-value below 0.01.
Conclusion In most African countries, the health financing system is too weak to protect households from health shocks. Borrowing 
and selling assets to finance health care are common. Formal prepayment schemes could benefit many households, and an overall 
social protection network could help to mitigate the long-term effects of ill health on household well-being and support poverty 
reduction.
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Introduction
The economic consequences of illness 
in developing countries have been the 
focus of increasing attention in recent 
years.1–3 Health shocks, defined as un-
predictable illnesses that diminish health 
status, are among the most important 
factors associated with poverty in this 
context. Households facing health 
shocks are often affected by both the 
payments for medical treatment and 
the income loss from an inability to 
work. In the absence of panel data, 
recent research has focused on the 
financial burden of health payments 
across countries.4–7 When measuring 
financial protection from such pay-
ments, coping mechanisms provide 
important information on how house-
holds respond to health shocks and how 
payment may affect their future welfare; 
simply looking at the ratio of health 
spending to household expenditure can 
overstate the threat to consumption 
and the catastrophic consequences of 
health payments.8
Research from several studies sug-
gests that households employ different 
strategies to cope with health shocks.9–11 
In the short run, when medical bills ex-
ceed a household’s income, households 
may use savings, sell assets, borrow 
money from friends and family, or take 
out a loan using collateral. Families 
may also alter their labour allocation 
decisions; if a household head falls ill, 
family members previously not work-
ing may begin to do so to substitute 
for lost income and repay loans. Formal 
health insurance in developing coun-
tries is rare and many households also 
lack access to formal credit and savings 
arrangements.12 Correspondingly, much 
of the borrowing and saving by house-
holds is informal in nature and reliant 
on the social capital of communities.
Most studies to date have focused 
on the coping strategies employed in 
one particular country.13,14 While there 
is reason to believe that households 
in different contexts cope with health 
shocks differently,15,16 determining the 
existence of patterns across countries is 
conceivably of great interest.
The purpose of this paper is to 
explore how households in Africa cope 
with out-of-pocket health payments 
and how strategies differ between fi-
nancing inpatient services and financing 
outpatient and routine care. Out-of-
pocket payments for outpatient services 
or drugs, particularly among people 
with chronic conditions, could amount 
to a great deal of money and may be 
even more detrimental to households 
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over the long-term; however, they dif-
fer from out-of-pocket payments for 
inpatient care, which can involve large 
sums of money in a short period of 
time. Inpatient expenses may also cor-
respond to more unpredictable forms of 
illness that households may be poorly 
equipped to deal with. Our focus is on 
the short-term strategies used to cope 
with the cost of medical care. Since our 
dataset is cross-sectional and lacks exog-
enous measures of a health shock, such 
as a reduction in activities of daily liv-
ing, we are unable to examine the full 
economic costs of illness. This would 
also include lost income from lower 
productivity and the resulting change 
in household consumption.
The Setting
Limited by data availability at the time 
the study was conducted, we included 
the following 15 African countries: 
Burkina Faso, Chad, the Congo, Cote 
d’Ivoire, Ethiopia, Ghana, Kenya, 
Malawi, Mali, Mauritania, Namibia, 
Senegal, Swaziland, Zambia and Zim-
babwe. These countries vary in their 
levels of income, government and total 
health expenditure, extent of out-of-
pocket payments for health financing 
and average life expectancy (Table 1). 
All are classified as low-income coun-
tries by The World Bank, with the 
exception of the Congo, Namibia and 
Swaziland, which are lower-middle 
income countries. Average life expec-
tancy ranges from a low of 37 years in 
Zimbabwe to a high of 58 in Ghana. 
These 15 countries are geographically 
spread throughout the western, central, 
eastern and southern parts of sub-
Saharan Africa.
However, the health systems of 
these countries are generally character-
ized by low government revenues, low 
government and total health spending 
and few risk-pooling mechanisms. In 
2002, total health expenditure was less 
than 30 US dollars (US$) per capita 
except in Namibia (US$ 97), Swaziland 
(US$ 63) and Zimbabwe (US$ 151) ac-
cording to World health statistics 2007.17 
As a share of total health expenditure, 
out-of-pocket payments ranged from 
less than 6% in Namibia to over 60% 
in Cote d’Ivoire and Chad, with an av-
erage of about 40% for all 15 countries. 
Some, such as Burkina Faso, Ghana and 
Senegal, have a history of community 
health insurance. Such microinsurance 
schemes for health care are part of a 
larger umbrella of microfinance ini-
tiatives, including savings and credit 
instruments, that have a large degree 
of community involvement.18 Social 
health insurance exists in few African 
countries, such as Ghana, Kenya and 
the United Republic of Tanzania and 
only on a very small scale.
Methods
Data
The data were obtained from the World 
Health Survey conducted in 2002–2003, 
which was launched by WHO to provide 
valid, reliable and comparable informa-
tion across countries regarding health 
status and health systems.1 The World 
Health Survey is cross-sectional and is 
based on a multi-stage clustered random 
sample of households designed to be 
nationally representative. The question-
naire is standardized across countries 
to facilitate international comparisons. 
Sample sizes ranged from 2754 in the 
Congo to 5276 in Malawi.
The survey collects a wide range 
of information on health status, health 
service utilization, health expenditures 
and household socioeconomic indica-
tors. The household questionnaire is 
administered to the household member 
most knowledgeable about the health, 
employment and expenditures of the 
household. Household out-of-pocket 
payments for outpatient and routine 
expenses in local currency units were 
collected for a 4-week recall period. 
Household out-of-pocket payments 
for inpatient services were collected 
for both a 4-week and a one-year recall 
period.
With regard to coping strategies, 
the survey included questions on the 
means the household had employed 
to finance any out-of-pocket payments 
over the previous year. Such means 
included the following: (i) income; 
(ii) savings; (iii) reimbursement from 
an insurance plan; (iv) sale of assets; 
(v) borrowing from friends or family 
outside the household; (vi) borrowing 
from others; and (vii) other. However, 
information on the fraction of the out-
1  See http://www.who.int/healthinfo/survey/en/ for a detailed description of the survey.
of-pocket payments that was financed 
by each household by borrowing money 
or selling assets was unavailable.
Variables
The dependent variable was a binary 
variable representing the coping strat-
egy used to finance out-of-pocket 
payments. We compared households 
selling assets and/or borrowing money 
to those that financed health care 
entirely from current income or sav-
ings. In our analysis, the dependent 
variable measuring coping behaviour 
was equal to 1 if a household sold as-
sets, borrowed money, or did both to 
finance out-of-pocket payments during 
the year; it was equal to 0 if income or 
savings were used. The few households 
that used insurance were excluded from 
the analysis. To allow for comparisons 
across countries with different curren-
cies, for each country we examined 
quintiles of total household spending 
on inpatient care among households 
where a hospitalization had occurred 
over the previous year. The lowest quin-
tile of inpatient spending corresponds 
to level 1 and the highest corresponds 
to level 5. These households may also 
have incurred outpatient out-of-pocket 
spending during this period, but this 
information is unavailable in the survey 
and so is not included. We compared 
the coping strategies of these house-
holds to that of those whose health pay-
ments did not include hospitalization.
Control variables included socio-
economic indicators for the household 
and the household head. Since the 
survey did not contain detailed con-
sumption or expenditure modules, in-
cluding the amount of food purchased, 
home-produced, or received as a gift, 
household durables, etc., a household 
asset index was used as indicative of a 
household’s permanent income. Such 
an index had already been calculated in 
the survey data for each socioeconomic 
quintile using a variant of the hierarchi-
cal ordered probit (HOPIT) model.19 
The index was divided into quintiles, 
which appear as explanatory variables. 
We included household size as defined 
by the survey – number of people liv-
ing in the household – and a dummy 
variable for urban households. Three 
characteristics of the household head 
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Table 1.  Gross domestic product per capita, total health spending per capita, 
household out-of-pocket health expenditure and average life expectancy in 
15 Africa countries, 2002–200317
Country GDP in US$, 
2002
Health 
spending in 
US$, 2002
Out-of-pocket 
health expenditure 
in %,a 2002
Life expectancy 
in years, 2003
Burkina Faso 269 14 53.5 45
Chad 224 12 62.2 46
Congo 838 20 47.4 54
Côte d’Ivoire 674 26 61.1 45
Ethiopia 84 5 35.0 50
Ghana 298 19 48.4 58
Kenya 404 19 44.8 50
Malawi 160 16 11.9 42
Mali 259 16 59.6 45
Mauritania 403 13 26.7 51
Namibia 1597 97 6.0 51
Senegal 457 24 57.2 56
Swaziland 1145 63 18.7 35
Zambia 331 21 29.1 39
Zimbabwe 2427 151 34.3 37
GDP, gross domestic product.
a  Percent of total health expenditure.
were included, specifically age (above 
or below 60 years), sex and schooling. 
Schooling was measured using three 
dummy variables representing the fol-
lowing: no primary education; comple-
tion of primary school; completion of 
secondary school or higher. Descriptive 
statistics are presented in Table 2 (avail-
able at: http://www.who.int/bulletin/
volumes/86/11/07-049403/en/index.
html).
Regression model
We estimated a simple logit model to 
explore the factors correlated with a 
greater likelihood of financing health 
care by selling assets, borrowing, or both 
rather than by using income, savings, 
or other sources. The model was run 
separately for each country using the 
same set of independent variables avail-
able from the survey. The analysis unit 
was the household. Only households 
that reported having spent on health in 
the previous year were included in the 
regression model. The reference cat-
egories are the poorest income quintile 
for income, no primary education for 
schooling of the household head and 
households with out-of-pocket spend-
ing that did not include a hospitaliza-
tion for health expenditure. We report 
regression results of the likelihood of 
selling assets and borrowing money to 
finance health payments and the aver-
age partial effects for different levels of 
spending on inpatient care. The aver-
age partial effects were calculated by 
computing the partial effects for each 
observation and then taking the aver-
age across the sample. This corresponds 
to the relative probability of selling 
assets and borrowing money between 
households with a particular level of in-
patient out-of-pocket expenditure and 
those whose out-of-pocket payments 
did not include a hospitalization.
Results
Descriptive results
In most countries, around 30% of all 
households financed out-of-pocket 
health expenditure by borrowing and 
selling assets (Table 2). About 50% of 
the households with a hospitalization 
in the previous year did so across coun-
tries, while the figure was less than 40% 
among those whose health services 
did not include hospitalization. Fig. 1 
illustrates the percentage of households 
borrowing and selling assets by income 
quintile. In nearly all countries, fewer 
households in the richest quintile sold 
assets or borrowed money to cope with 
medical bills compared to lower quin-
tiles. However, no clear differences were 
noted at intermediate income levels.
The utilization rate of inpatient ser-
vices of any household member within 
the previous year was between 10% and 
20% in most countries. This was lowest 
in Ethiopia at about 6% and highest 
in Mauritania at nearly 24% (Table 2). 
Monthly out-of-pocket payments on 
outpatient and inpatient services varied 
widely by country; however, out-of-
pocket payments for inpatient care 
were greater than for outpatient or 
routine services in all but Zimbabwe 
and more than twice as large in seven 
countries (Fig. 2).
Regression results
Table 3 (available at: http://www.who.
int/bulletin/volumes/86/11/07-049403/
en/index.html) displays the results of 
the logit regressions. In general, higher 
inpatient spending was associated with 
a greater likelihood of borrowing and 
selling assets at the 5% significance level, 
except in Burkina Faso, Namibia and 
Swaziland. The probability was greater 
the higher the level of inpatient spend-
ing, as indicated by the average partial 
effects (Table 4). In 11 countries, house-
holds with the highest level of inpatient 
spending were at least 10% more likely 
to borrow and sell assets than those that 
made no out-of-pocket payments for 
inpatient care. The effect was greatest in 
the Congo, Ethiopia and Ghana, where 
households in the highest category of 
inpatient spending were 38%, 39% 
and 40% more likely to cope by selling 
assets and borrowing, respectively. The 
effect of lower levels of inpatient spend-
ing was not as strong.
Across household income quintiles, 
the results are consistent with the descrip-
tive analysis. The richest households were 
almost always less likely to sell assets and 
borrow to finance health spending than 
the poorest households, after controlling 
for location, characteristics of the house-
hold head and type of household health 
spending. The results obtained were sta-
tistically significant at the 5% significance 
level in 9 of the 15 countries. However, 
there was no significant difference in 
household coping behaviours among the 
lowest three household income quintiles. 
There was also no significant difference 
between the rich and the poor in sev-
eral countries (Cote d’Ivoire, Mauritania, 
Senegal), and income was positively cor-
related with borrowing and selling assets 
in Malawi.
In addition, in half the countries 
urban households were significantly 
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Fig. 1. Coping with health care expenditure through selling assets and borrowing, by household income level, in 15 African countries
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less likely than rural ones to cope by 
borrowing and selling assets. Male-
headed households were also less likely 
to borrow and sell assets in 11 coun-
tries, although the opposite was noted 
in households headed by someone over 
the age of 60.
Discussion
In interpreting the results and making 
international comparisons, it is impor-
tant to recognize the limitations of this 
study. First, information on the amount 
each household borrowed or the value 
and type of assets sold would have al-
lowed for more insightful analysis of the 
coping mechanisms used by households 
to finance out-of-pocket payments for 
health care.20 In the absence of such 
data, the study is largely limited to 
qualitative conclusions. Again, the 
analysis only captures the response 
to medical payment and not the full 
economic costs of an exogenous health 
shock. Moreover, a hospitalization may 
have occurred in combination with 
other idiosyncratic or common shocks, 
such as fluctuations in the weather and 
in commodity prices, that could have 
affected the coping strategies house-
holds used to finance medical care. 
Finally, households that were too poor 
to seek health care were not captured in 
the analysis.
Nevertheless, the study provides 
cross-country evidence that African 
households often turn to borrowing 
and selling assets to cope with medical 
bills. Households that incur spending 
for inpatient care, which is often unpre-
dictable and sizeable, are more likely to 
do so than those whose health spending 
did not include hospitalization. The size 
and significance of this effect were gen-
erally more pronounced at higher levels 
of expenditure for inpatient care.
The likelihood of using credit and 
of selling assets may be less strongly 
correlated with household income if 
the major source of health financing in 
the country is out-of-pocket payments. 
This appears to be the case in Burkina 
Faso, the Congo, Cote d’Ivoire and 
Senegal, where out-of-pocket payments 
comprise over 50% of total health 
expenditure. Additionally, the poor 
in many of these countries often lack 
savings; however, this is not the case 
in Cote d’Ivoire, for example, where, 
perhaps surprisingly, nearly 80% of 
those living on less than US$ 1 a day 
have a savings account.21 This may help 
explain why differences in income were 
not associated with differences in cop-
ing behaviour in this country.
The use of the coping strategies 
described herein also depends on the 
ability of households to borrow and the 
availability of assets that can be sold. 
The former is linked not only to the 
financial capacity to repay a loan but 
also to the availability of social capital. 
Differences in the amount and types 
of social capital may be large between 
the richest and poorest in society but 
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Fig. 2. Ratio of inpatient to outpatient household out-of-pocket (OOP) health payments 
(monthly) in 15 African countries
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smaller between households in the 
middle- and lower-income strata.22 
This may be one of the reasons we 
did not find a significant difference 
in the use of these coping strategies 
between lower income quintiles in 
nine countries. Moreover, while we 
have searched for patterns in behaviour 
among countries, it is also reasonable 
to believe that the precise mechanisms 
underlying coping strategies are likely 
to be context-specific both within and 
across countries. Although focusing on 
income shocks from drought and not 
illness, Fafchamps et al. (1998) and 
Kazianga and Udry (2006) found that 
in Burkina Faso livestock sales make 
up a small share of financing such 
shocks.23,24 This may explain why in 
our study the type and level of health 
spending in Burkina Faso showed no 
significant correlation with borrowing 
money and selling assets, although their 
research did find changes in grain stocks 
played an important role.
While this research has described 
the prevalence of different coping 
behaviours across countries, how well 
these mechanisms smooth consump-
tion and to what extent they increase 
future vulnerability to shocks are key 
Table 4.  Average partial effectsa of out-of-pocket household expenditure for inpatient 
care,b as indicated by coefficients for five levels of expenditure, in 15 African 
countries
Country Expenditure levelc
1 2 3 4 5
Burkina Faso 0.077* 0.011 0.036 0.029 0.063
Chad 0.054 0.130*** 0.175*** 0.252*** 0.155***
Congo 0.279*** 0.203** 0.232*** 0.332*** 0.377***
Côte d’Ivoire 0.082 0.114** 0.003 0.110** 0.150***
Ethiopia –0.046 0.215*** 0.236*** 0.266*** 0.386***
Ghana 0.150*** 0.205*** 0.244*** 0.286*** 0.395***
Kenya 0.019 0.232*** 0.163* 0.161* 0.264***
Malawi 0.105** 0.037 0.114** 0.040 0.121**
Mali 0.037 0.115** 0.143** 0.240*** 0.103**
Mauritania 0.081 0.160*** 0.218*** 0.221*** 0.303***
Namibia –0.064 –0.010 0.035 0.027 0.016
Senegal 0.122* 0.183*** 0.178*** –0.012 0.248***
Swaziland 0.024 0.118 0.121 0.010 0.021
Zambia 0.273*** 0.037 0.029 0.129*** 0.148*
Zimbabwe –0.043 0.001 –0.080 –0.111* –0.019
*P < 0.10; **P < 0.05; ***P < 0.01. 
a  The average partial effects were calculated by computing the partial effects for each observation and then 
taking the average across the sample.
b  Regression models with interactions between income quintiles and expenditure levels for inpatient care 
were also estimated but produced similar results.
c  Expenditure level 1 is the lowest category of inpatient spending and level 5 is the highest.
questions. Informal credit networks and 
microcredit schemes may help house-
holds maintain consumption levels in 
the face of idiosyncratic shocks. It may 
be possible to accumulate assets during 
good times and sell them if needed when 
illness strikes. Without formal insurance 
markets, such risk-coping strategies may 
help households smooth consumption, 
though perhaps not fully.25–27 How-
ever, the evidence from analysing health 
shocks using panel data finds that such 
coping strategies do not fully protect 
consumption.28–31 Several other studies 
have found that spending on food and 
education is sacrificed after illness.32–34
Introducing formal prepayment 
and risk-pooling to protect households, 
at least for large health shocks, is likely 
to be beneficial. Recently, Gertler et al. 
(2008) found that consumption is not 
protected from unexpected illness, but 
access to microfinance and lending pro-
grammes helps households self-insure 
consumption.35 Our results indicate 
that households with outpatient spend-
ing or relatively inexpensive hospitaliza-
tions finance the cost of treatment from 
current income and savings more often 
than households with hospital episodes 
requiring higher payments. Coverage 
for catastrophic inpatient expenses 
could offer sizeable gains. However, it 
would be important to investigate the 
degree to which this might crowd out 
informal risk-coping arrangements on 
a context-specific basis.
Even so, there could likely still 
be gains from some form of formal 
prepayment scheme if informal coping 
strategies increase household vulner-
ability to future shocks.36 Borrowing 
can be at high rates of interest; assets 
may be lumpy, in the sense that they 
must be accumulated in large, discrete 
amounts rather than small increments, 
and depleting them may sacrifice future 
income; and withdrawing children from 
school can reduce their human capital. 
It is therefore important to examine 
both the type of coping strategy used 
and the change in consumption, since 
smooth consumption might still reflect 
a costly situation for households.37
While formal prepayment includ-
ing a comprehensive benefit package 
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Resumen
Afrontar los pagos directos en salud: datos empírica de 15 países africanos
Objetivo Estudiar los factores asociados a los comportamientos 
adoptados por los hogares para afrontar los gastos sanitarios en 
15 países africanos, y aportar a las instancias normativas datos 
probatorios que les permitan formular mecanismos de protección 
financiera de la salud.
Métodos Se realizaron regresiones logit para estudiar los factores 
correlacionados con una mayor probabilidad de vender bienes, 
pedir préstamos o ambas cosas para financiar la atención de salud. 
Los efectos parciales medios para diferentes niveles de gasto 
en atención hospitalaria se determinaron calculando los efectos 
parciales para cada observación y considerando la media de la 
muestra. Los datos usados en el análisis proceden de la Encuesta 
Mundial de Salud 2002-2003, en la que se preguntaba cómo 
habían financiado los hogares los pagos directos durante el último 
año. Los hogares que vendieron bienes o adquirieron préstamos se 
compararon con los que pudieron financiar la atención de salud 
con sus ingresos o ahorros. No se incluyó en el estudio a los que 
estaban asegurados. A efectos de este análisis, se asignó un valor 
de 1 a los que vendieron bienes o se endeudaron, y un valor de cero 
a los que afrontaron la situación mediante otros mecanismos.
Resultados Entre un 23% (Zambia) y un 68% (Burkina Faso) de los 
hogares vendieron bienes o pidieron dinero prestado. En general, 
los grupos con mayores ingresos fueron los que menos recurrieron 
a esas opciones, pero los mecanismos de afrontamiento no diferían 
de forma marcada entre los quintiles de ingresos inferiores. Entre 
los hogares con mayores gastos hospitalarios se observó una 
tendencia significativamente mayor a pedir préstamos y vender 
bienes en comparación con quienes tuvieron que financiar 
atención ambulatoria o gastos médicos corrientes, exceptuando 
los casos de Burkina Faso, Namibia y Swazilandia. En ocho países, 
el coeficiente para el quintil superior de los gastos en atención 
hospitalaria presentaba un valor de p inferior a 0,01.
Résumé
Comment les ménages font-ils face aux dépenses de santé à leur charge : données empiriques provenant de 
15 pays d’Afrique
Objectif Etudier les facteurs associés au comportement des 
ménages face aux dépenses de santé dans 15 pays d’Afrique 
et fournir des éléments aux décideurs politiques pour concevoir 
des mécanismes de protection financière dans le domaine de la 
santé.
Méthodes Une série de régressions logit ont été pratiquées pour 
étudier les facteurs corrélés à une plus grande probabilité de vente 
de biens, d’emprunt ou de réalisation de ces deux opérations 
pour financer des soins de santé. Les effets partiels moyens 
pour différents niveaux de dépenses de soins hospitaliers ont été 
obtenus en déterminant les effets partiels pour chaque observation 
et en calculant la moyenne sur l’échantillon. Les données utilisées 
pour l’analyse étaient tirées de l’Enquête sur la santé dans le 
monde 2002-2003, qui avait recueilli des informations auprès 
des ménages sur la façon dont ils avaient financé les dépenses 
de santé à leur charge pendant l’année précédente. Les ménages 
ayant vendu des biens ou emprunté de l’argent ont été comparés 
à ceux ayant financé leurs dépenses de santé à partir de leurs 
revenus ou de leurs économies. Ceux ayant fait appel à une 
assurance ont été exclus. Aux fins de l’analyse, une valeur de 
1 a été affectée à la vente de biens ou à un emprunt financier 
et une valeur de 0 au recours à d’autres mécanismes pour faire 
face aux dépenses.
Résultats La proportion des ménages ayant réglé leurs dépenses 
de santé par un emprunt ou la vente de biens allait de 23 % 
en Zambie à 68 % au Burkina Faso. En général, les groupes 
disposant des plus hauts revenus avaient une probabilité moindre 
d’emprunter ou de vendre des biens. En revanche, les mécanismes 
de réponse aux dépenses de santé variaient peu entre les quintiles 
de revenus inférieurs. Les ménages confrontés à des dépenses 
hospitalières importantes avaient une probabilité nettement plus 
forte d’emprunter ou d’appauvrir leurs actifs que ceux finançant 
des soins ambulatoires ou médicaux de routine, sauf au Burkina 
Faso, en Namibie et au Swaziland. Dans huit pays, pour le 
coefficient associé au quintile de dépenses hospitalières le plus 
élevé, on avait p < 0,01.
Conclusion Dans la plupart des pays africains, le système de 
financement des dépenses de santé est trop faible pour protéger 
les ménages des dépenses catastrophiques. Le recours à 
l’emprunt ou à la vente de biens pour financer les soins de santé 
est une pratique courante. Des systèmes de prépaiement formels 
seraient utiles à de nombreux ménages et un réseau de protection 
sociale global pourrait contribuer à atténuer les effets à long 
terme de la mauvaise santé sur le bien-être des foyers et à réduire 
la pauvreté.
for health care might remain limited in 
these African countries for some time, 
coverage for catastrophic inpatient 
expenses may offer financial protection 
for many households. However, achiev-
ing this key policy objective is probably 
far from enough to prevent poverty 
caused by ill health. Income lost from 
an inability to work may be larger than 
the payment for health services with 
longer-lasting consequences. An over-
all social protection network could be 
beneficial to support poverty reduction 
in African countries.  ■
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Conclusión En la mayoría de los países africanos, el sistema 
de financiación sanitaria es demasiado débil para proteger a 
los hogares de los problemas críticos de salud. La petición de 
préstamos y la venta de bienes para financiar la atención de salud 
son reacciones frecuentes en esos casos. Unos sistemas formales 
de prepago podrían beneficiar a muchos hogares, y una red 
general de protección social podría ayudar a atenuar los efectos 
que la mala salud tiene a largo plazo en el bienestar doméstico, así 
como a reducir la pobreza.
صخلم
ًايقيرفأ ًادلب 15 نم ةيبيرجت تانِّيب :ةحصلا لجأ نم مهبويج نم نونطاولما هعفدي ام عم ملقأتلا
 ام عم ملقأتلل  سرلأا تايكولس بحاصت يتلا  لماوعلا  لىع فرعتلا  :ضرغلا
 يمسارل تانِّيبلا ميدقت عم ،ًايقيرفأ ًادلب 15 في ةيحص تاقفن نم هنوهجاوي
.ةيحصلا ةيلالما ةيماحلا تايلآ ميمصتل تاسايسلا
 فاشكتسلا  ةيتسجوللا  تافوحتلا  نم  ةلسلس  نوثحابلا  ىرجأ  :ةقيرطلا
 ماهيلك وأ ضاترقلاا وأ مهتاكلتمم عيب لماتحا نم بركأ ردقب ةطبترلما لماوعلا
 ةيئزجلا تايرثأتلا طسوتم نوثحابلا طبنتسا دقو .ةيحصلا ةياعرلا ليومتل ًاعم
 باسح للاخ نم ىفشتسلما لخاد ةياعرلا لىع قافنلإا تايوتسم فلتخلم
 تدمتسا دقو .ةنيعلا لماك نم طسوتلما ذخأو ةظحلام لكل ةيئزجلا تايرثأتلا
 ،2003-2002 يلماعلا يحصلا حسلما نم ليلحتلا اذه في ةمدختسلما تانايبلا
 لىع  ،مهبويج  نم  ةيحصلا  ةياعرلل  سرلأا  ليوتم  ةيفيك  نع  لءاست  يذلاو
 تاكلتمم  تعاب  يتلا  ُسرلأا  ينب  نوثحابلا  نراق  دقو  .ةمصرنلما  ةنسلا  ىدم
 ةياعرلا  تلوم  يتلا  ُسرلأا  ينبو  ،ةيحصلا  ةياعرلا  ليومتل  ًلااومأ  تضترقا  وأ
 ينمأتلا نم ديفتسي نم نوثحابلا دعبتساو .اهتارخدم وأ اهلخد نم ةيحصلا
 عيبل 1 ةميقلا نوثحابلا صصخ دقف ليلحتلا نوؤشب قلعتي مايفو .يحصلا
.ىرخلأا ملقأتلا تايللآ 0 ةميقلاو ،لالما ضاترقا وأ تاكلتملما
 %23  ينب  تاكلتملما  عيبو  ضاترقلاا  قيرط نع ملقأتلا  حواتري  :تادوجولما
 تاعومجلما تناك ماع لكشبو .وساف انيكروب في %68و ايبماز في ناكسلا نم
 تاكلتملما  عيبلو  ضاترقلال  ضرعتلل  ًلاماتحا  لقلأا  يه  لىعلأا  لخدلا  تاذ
 لقلأا  ةيسمخلا  ةحيشرلا  ينب  ًايربك  ًافلاتخا  فلتخت  لم  ملقأتلا  تايلآ  نأ  لاإ
 تايفشتسلما لوخد ببسب لىعأ تاقفن اولمحت نيذلا ناكسلا ناكو .ًلاخد
 ةياعرلا نولويم نبم تارخدلما دافنتساو تاكلتملما عيبو ضاترقلال ًلاماتحا ثركأ
 ام  ءانثتساب  كلذو  ،ةداتعلما  ةيبطلا  تاقفنلا  نوعفدي  وأ  ىفشتسلما  جراخ
 لماعلم  ناك  نادلب  ةيناثم  فيو  .دنلايزاوسو  ايبيمانو  وساف  انيكروب  في  ثدحي
 تايفشتسلما لخاد ضىرلما لىع قافنلإا ثيح نم لىعلأا ةيسمخلا ةحيشرلا
.0.01 نود لماتحلاا ةوق ةميق
 غلاب يحصلا ليومتلا ماظن اهيف نوكي ةيقيرفلأا نادلبلا مظعم نإ :جاتنتسلاا
 ضاترقلاا عيشيو .”تامدصلا نم ةحصلا“ ةيماح نود لوحت ةجردب فعضلا
 قبسلما  عفدلا  ةطخ  ديفت  دقو  .ةيحصلا  ةياعرلا  ليومتل  تاكلتملما  عيبو
 في ةماعلا ةيعماتجلاا ةيماحلا ةكبش دعاست دق ماك ،ُسرلأا نم يرثكلا ةيمسرلا
 مهتافاعمو ناكسلا لىع ةحصلا للاتعلا دملأا ةليوطلا تايرثأتلا ةأطو فيفخت
.مهيلع رقفلا ةأطو فيفخت فيو
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Table 2. Mean and standard deviation of variables included in the study of household coping strategies (selling assets, borrowing or both) in the face of health shock in 15 African countries
Variable Burkina 
Faso
n = 4814
Chad
n = 4535
Congo
n = 2754
Cote 
d’Ivoire
n = 2980
Ethiopia
n = 4184
Ghana
n = 3886
Kenya
n = 4520
Malawi
n = 5276
Mali
n = 3969
Mauritania
n = 3277
Namibia
n = 4015
Senegal
n = 2819
Swaziland
n = 2670
Zambia
n = 4092
Zimbabwe
n = 4021
Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Households 
selling 
assets, 
borrowing, 
or both
0.69 0.46 0.34 0.47 0.31 0.46 0.27 0.45 0.30 0.46 0.28 0.45 0.31 0.46 0.27 0.44 0.29 0.45 0.40 0.49 0.30 0.46 0.32 0.47 0.27 0.44 0.23 0.42 0.35 0.48
Household characteristics
Urban 0.16 0.36 0.22 0.41 0.91 0.29 0.67 0.47 0.13 0.34 0.45 0.50 0.41 0.49 0.15 0.36 0.32 0.47 0.54 0.50 0.33 0.47 0.47 0.50 0.29 0.45 0.34 0.47 0.34 0.47
Sizea 5.81 3.21 5.11 2.90 5.40 2.99 5.29 3.35 5.52 2.38 5.10 2.88 3.99 2.36 4.26 2.16 9.03 3.57 5.82 2.84 5.03 2.96 8.18 3.43 5.55 3.20 5.37 2.51 4.87 2.31
Household head characteristics
No primary 
school
0.83 0.37 0.66 0.47 0.13 0.34 0.38 0.49 0.42 0.49 0.37 0.48 0.10 0.30 0.22 0.42 0.76 0.43 0.61 0.49 0.30 0.46 0.64 0.48 0.25 0.43 0.15 0.36 0.11 0.31
Primary 
school
0.12 0.33 0.26 0.44 0.38 0.48 0.31 0.46 0.21 0.41 0.47 0.50 0.49 0.50 0.69 0.46 0.18 0.38 0.19 0.39 0.49 0.50 0.21 0.41 0.43 0.50 0.68 0.47 0.55 0.50
Secondary 
school or 
higher
0.04 0.20 0.08 0.27 0.49 0.50 0.31 0.46 0.37 0.48 0.16 0.37 0.42 0.49 0.08 0.28 0.07 0.25 0.20 0.40 0.22 0.41 0.15 0.36 0.32 0.47 0.17 0.38 0.34 0.47
Age > 60 
years
0.22 0.42 0.19 0.39 0.19 0.40 0.21 0.40 0.22 0.41 0.29 0.45 0.14 0.35 0.17 0.38 0.52 0.50 0.30 0.46 0.30 0.46 0.43 0.49 0.30 0.46 0.18 0.39 0.26 0.44
Male 0.90 0.29 0.78 0.41 0.78 0.41 0.81 0.39 0.84 0.37 0.70 0.46 0.68 0.47 0.75 0.43 0.97 0.16 0.69 0.46 0.55 0.50 0.82 0.39 0.74 0.44 0.78 0.42 0.67 0.47
Hospital-
ization in 
previous 
year
0.13 0.34 0.12 0.32 0.15 0.36 0.13 0.34 0.05 0.21 0.20 0.40 0.14 0.35 0.19 0.39 0.08 0.27 0.23 0.42 0.16 0.37 0.14 0.35 0.09 0.29 0.18 0.38 0.11 0.31
SD, standard deviation.
a  Number of people living in the household.
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Table 3.  Likelihood of borrowing and/or selling assets for each income quintile, type of household, characteristics of household head and level of expenditure for inpatient care, as determined by logit 
regression, using data from 15 African countries
Burkina 
Faso
Chad Congo Cote 
d’Ivoire
Ethiopia Ghana Kenya Malawi Mali Mauritania Namibia Senegal Swaziland Zambia Zimbabwe
Income quintilea
2 0.30** –0.28** –0.41 0.20 –0.03 –0.08 –0.41** 0.19 –0.10 –0.00 –0.16 0.13 –0.33* 0.09 –0.02
(SE) (0.14) (0.13) (0.25) (0.14) (0.13) (0.12) (0.20) (0.13) (0.13) (0.14) (0.14) (0.20) (0.20) (0.14) (0.19)
3 –0.04 –0.34*** –0.20 0.11 –0.39*** –0.09 –0.37* 0.30** –0.18 –0.16 –0.20 –0.16 –0.17 –0.04 0.07
(SE) (0.14) (0.13) (0.27) (0.15) (0.13) (0.13) (0.22) (0.13) (0.13) (0.14) (0.14) (0.19) (0.23) (0.16) (0.21)
4 0.12 –0.47*** –0.51* –0.16 –0.34** –0.20 –0.67*** 0.36** –0.35** –0.08 –0.97*** –0.12 0.00 –0.21 –0.00
(SE) (0.15) (0.14) (0.28) (0.16) (0.14) (0.14) (0.23) (0.14) (0.14) (0.16) (0.16) (0.21) (0.26) (0.19) (0.20)
5 –0.18 –0.67*** –0.26 –0.28 –0.66*** –0.40** –1.19*** 0.33** –0.46*** –0.01 –1.63*** –0.17 –0.65*** –0.73*** –0.76***
(SE) (0.17) (0.15) (0.30) (0.18) (0.17) (0.16) (0.27) (0.16) (0.15) (0.18) (0.19) (0.22) (0.23) (0.25) (0.20)
Household 
characteristics
Urban –1.06*** –0.35*** –0.15 –0.05 0.09 0.02 –0.54*** –0.42*** –0.63*** –0.65*** 0.00 –0.11 –0.53*** 0.13 –0.62***
(SE) (0.09) (0.10) (0.22) (0.10) (0.15) (0.10) (0.17) (0.14) (0.11) (0.12) (0.10) (0.13) (0.17) (0.15) (0.13)
Size 0.04*** 0.01 0.07** 0.04*** 0.11*** –0.01 0.04 –0.00 0.05*** 0.03* 0.07*** 0.01 –0.01 0.01 0.06**
(SE) (0.02) (0.01) (0.03) (0.01) (0.02) (0.02) (0.03) (0.02) (0.01) (0.02) (0.02) (0.02) (0.03) (0.02) (0.03)
Household head 
characteristics
Schoolingb
Primary –0.11 0.06 0.13 –0.06 0.13 0.01 –0.28 0.39*** –0.11 –0.13 –0.02 –0.05 –0.01 –0.24* 0.11
(SE) (0.12) (0.10) (0.30) (0.11) (0.11) (0.10) (0.18) (0.12) (0.11) (0.12) (0.12) (0.18) (0.22) (0.14) (0.20)
Secondary or higher –1.05*** –0.18 –0.01 –0.23 0.01 –0.27* –0.45** 0.12 –0.67*** –0.26* –0.09 –0.40** –0.22 –0.36 –0.48**
(SE) (0.17) (0.15) (0.31) (0.14) (0.11) (0.16) (0.22) (0.20) (0.24) (0.13) (0.17) (0.18) (0.26) (0.24) (0.23)
Age > 60 years 0.20* 0.17* 0.38* 0.15 0.12 0.60*** 0.67*** 0.50*** 0.20** 0.37*** 0.35*** 0.35** 0.28 0.52*** 0.56***
(SE) (0.11) (0.10) (0.22) (0.11) (0.10) (0.09) (0.16) (0.11) (0.08) (0.10) (0.12) (0.13) (0.19) (0.12) (0.16)
Male –0.50*** –0.36*** –0.31* –0.50*** 0.06 –0.70*** –0.34** –0.41*** 0.13 –0.49*** –0.40*** –0.49*** 0.01 –0.51*** –0.22
(SE) (0.15) (0.10) (0.19) (0.11) (0.12) (0.09) (0.15) (0.10) (0.27) (0.10) (0.09) (0.16) (0.18) (0.13) (0.13)
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Burkina 
Faso
Chad Congo Cote 
d’Ivoire
Ethiopia Ghana Kenya Malawi Mali Mauritania Namibia Senegal Swaziland Zambia Zimbabwe
Level of expenditure 
for inpatient carec
1 0.42* 0.23 1.25*** 0.37 –0.24 0.72*** 0.09 0.46** 0.16 0.36 –0.31 0.53* 0.62 1.21*** –0.20
(SE) (0.24) (0.20) (0.40) (0.24) (0.35) (0.19) (0.27) (0.21) (0.27) (0.22) (0.24) (0.29) (0.40) (0.35) (0.35)
2 0.06 0.56*** 0.91** 0.51** 0.94*** 0.97*** 1.09*** 0.17 0.49** 0.72*** –0.05 0.79*** 0.50 0.18 0.01
(SE) (0.24) (0.18) (0.40) (0.23) (0.29) (0.17) (0.30) (0.25) (0.23) (0.23) (0.23) (0.29) (0.31) (0.20) (0.28)
3 0.19 0.76*** 1.03*** 0.01 1.03*** 1.15*** 0.76* 0.50** 0.62** 1.01*** 0.17 0.77*** 0.51 0.14 –0.38
(SE) (0.27) (0.20) (0.38) (0.24) (0.39) (0.17) (0.43) (0.22) (0.26) (0.20) (0.22) (0.27) (0.32) (0.26) (0.25)
4 0.16 1.14*** 1.49*** 0.49** 1.16*** 1.33*** 0.75* 0.18 1.02*** 1.03*** 0.13 –0.06 0.04 0.60*** –0.52*
(SE) (0.24) (0.21) (0.42) (0.23) (0.32) (0.18) (0.39) (0.22) (0.24) (0.25) (0.23) (0.36) (0.37) (0.23) (0.28)
5 0.35 0.67*** 1.81*** 0.66*** 1.68*** 1.83*** 1.29*** 0.53** 0.44** 1.50*** 0.08 1.06*** 0.09 0.45* –0.09
(SE) (0.29) (0.19) (0.36) (0.23) (0.35) (0.18) (0.38) (0.22) (0.22) (0.24) (0.25) (0.28) (0.36) (0.24) (0.31)
Constantd 1.41*** 0.53*** –0.67** –0.58*** –1.35*** –0.60*** 0.38 –1.02*** –0.74*** 0.32** –0.05 –0.32 –0.10 –0.34** 0.78***
(SE) (0.17) (0.13) (0.33) (0.15) (0.15) (0.13) (0.23) (0.14) (0.29) (0.14) (0.16) (0.24) (0.25) (0.17) (0.25)
N 4 480 3 027 2 313 2 598 4 099 3 528 3 836 4 336 2 995 2 583 2 849 2 388 1 779 3 094 2 381
RESET test: 
(Probability > c²)
0.905 0.230 0.551 0.017 0.015 0.760 0.310 0.073 0.037 0.000 0.085 0.854 0.213 0.205 0.003
*P < 0.10, **P < 0.05, ***P < 0.01. SE, standard error.
a  Quintile 1 is the lowest income category and quintile 5 is the highest. Reference category: quintile 1.
b  Reference category: less than primary schooling.
c  Reference category: households with out-of-pocket payments for outpatient care.
d  The constant corresponds to the value of the regression function when each explanatory variable equals zero.
(Table 3, co nt.)
